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Recognition of the complexity facing residential care homes: a 
practitioner inquiry 
 
Abstract 
 
Aim: To explore the experiences and challenges for residential care home 
staff when managing the healthcare needs of their residents, in particular 
those living with dementia. Background: Increasing numbers of older people, 
with complex health and social care needs are living in residential care 
homes. Yet there is limited appreciation of why staff sometimes struggle to 
manage residents’ healthcare needs, or understanding of their working 
relationship with District Nurses (DNs), whose responsibility it is to provide 
nursing support. Methods: This PhD study, in a metropolitan area in the UK, 
was conducted by an experienced DN and involved three phases. This paper 
focuses on the first two phases. Phase 1 data included: semi-structured 
interviews (n=8), reflective field notes based on non-participant observation, 
documentary analysis of policies, procedures and assessment tools and other 
contextual data from one care home (case study site). The practitioner 
researcher reflected on the findings from the case study, in relation to her own 
knowledge and experience as a DN, focusing in particular on findings that 
were familiar, or which surprised. In Phase 2 she fed these findings back to 
other care homes (n=11) to check whether the findings from the single case 
study were unique or resonated with others. She gathered their feedback 
through semi-structured interviews with senior care staff (n=14). Data were 
analysed using thematic data analysis. Findings: Findings highlight the 
complexity facing residential care homes: high levels of healthcare needs 
amongst residents, the demands of caring for residents living with dementia, 
variations in the knowledge and skill set of care staff, inequity in the level of 
healthcare support, the challenges of building a good relationship with DNs, 
and funding pressures facing care homes. Implications: Any, or all of these 
factors can prevent care home staff from managing the healthcare needs of 
their residents. 
 
Key words: Care home staff, dementia, district nurses, residential care 
homes. 
 
Introduction 
 
Care homes are the major provider of long-term care for frail older people in 
the UK, caring for those who would previously have been the responsibility of 
the NHS (Bowman, 2009; Handley et. al. 2014). There are approximately 
18,000 care homes in the UK, caring for over 400,000 older people. It is a 
diverse sector, varying in terms of ownership, size, funding sources, 
organisational culture and nursing support, with the majority of care provided 
by the independent sector (mainly for-profit providers) in homes with 35 beds 
or less (Iliffe et. al. 2016, National Institute for Health Research, 2017). Fewer 
than 5000 care homes are registered for nursing. Most are residential care 
homes (non-nursing) providing accommodation and support with tasks such 
as washing, dressing and eating, with medical and nursing care provided 
mainly by General Practitioners (GPs) and District Nurses (DNs). A typical 
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resident is female, aged 85 years or older and is living with cognitive 
impairment. High levels of depression, immobility, co-morbidity and 
dependency are common (British Geriatrics Society, 2011; Alzheimer’s 
Society, 2014). As a result, large numbers of severely impaired people, often 
with complex health and social care needs, are being cared for in the 
residential care home sector (Alzheimer’s Society 2014). A literature review 
conducted by Dudman (2014) suggests that many of these residents have 
healthcare needs, which are under-recognised and often poorly managed, 
and there is little understanding of why this might be, as the experiences of 
staff in care homes are rarely sought.  
 
As there is no registered nursing presence in residential care homes, they are 
reliant on primary care for nursing support. DNs are the main providers of 
nursing in care homes and residents can have a significant impact on their 
caseload (Goodman et. al. 2003a; Goodman et. al. 2003b). However, there is 
no clear definition of how DNs, or care home staff define their roles and 
responsibilities when an older person develops a healthcare need. As a result, 
professional and organisational preoccupations, rather than residents’ needs, 
can dictate how care is organised (Goodman et. al. 2005). Few studies have 
sought to explore, in any depth, the working relationship between care home 
staff and DNs (Goodman et. al. 2003a; Goodman et. al. 2005), with most 
focusing on either the nurses’ experiences (Goodman et. al. 2003b; Dobie, 
2010), or the views of nurses and care home staff sought as part of a wider 
study (Evans, 2007; Goddard et.al. 2011; Handley et. al. 2014). This PhD 
study was divided into three phases. The present paper focuses on Phases 1 
and 2, which explored the experiences and challenges for residential care 
home staff in managing the healthcare needs of their residents, and in 
particular those living with dementia. The results from Phase 3, exploring the 
experiences and challenges for DNs are discussed elsewhere. 
 
Methodological approach 
 
This study used a practitioner research (PR) approach, where research is 
carried out by a practitioner, using their applied knowledge and skills to 
conduct the research, with the general aim of generating new knowledge from 
practice (Meyer et. al. 2006). In PR the researcher serves as the ‘instrument’ 
through which data are collected and analysed, bringing their own frame of 
reference to the interpretation (Mulholland, 2007; Meyer et. al. 2009). The 
tacit knowledge and skills of a practitioner researcher enables them to engage 
in a deeper level of reflexivity, reflecting on data and findings in a way that 
may vary from that of a non-practitioner, resulting in a unique and different 
form of understanding, i.e. ‘practical knowledge’, which may have more 
relevance to the practice setting and other practitioners. In this study the 
practitioner researcher drew on her skills and expertise as an experienced DN 
to inform both data collection and analysis. This expertise was developed over 
20 years working in the community and with care homes, first as a community 
nurse and then a DN team leader. Being a practitioner allowed the researcher 
to build trust, rapport and credibility with participants. In terms of analysis, she 
reflected on the findings, paying close attention to those which surprised, or 
challenged previously held assumptions, as a DN (Tracy, 2010).  
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Participants 
Phase 1 gathered qualitative data from a single case study of one residential 
care home. This home was purposefully selected as it provided specialist care 
for residents living with dementia, giving the researcher the opportunity to gain 
an in-depth understanding of the issues involved in caring for the healthcare 
needs of residents with this particular illness. The size of the home could 
provide access to a larger pool of care staff and it had received a ‘good’ rating 
from the Care Quality Commission (CQC). This meant that residents were 
experiencing good quality outcomes and staff participation in the research 
was unlikely to cause an unnecessary distraction. The home was relatively 
new, purpose built, and was owned by a not-for-profit organisation. It was 
home to 60 residents, all of who had a diagnosis of dementia and was staffed 
by 60 permanent (included) and 40 bank staff (not included). The majority of 
participants interviewed were female, with an average age of 37 years and 
54% (n=7) were non-EU nationals. Just under half had worked in social care 
for between 6-8 years. All but one had at least one formal qualification, such 
as a National Vocational Qualification (NVQ), or a professional qualification 
from their home country. 
Phase 2 explored whether the case study findings were unique to the case 
study site, or resonated with managers of other residential care homes 
(n=11), and if there were any additional issues raised, thereby adding strength 
to the findings and their transferability. Phase 2 care homes included: all 
provider types and varied in size between 3-58 beds. All apart from one were 
registered to provide care for older people living with dementia; with the 
majority of residents, in all participating care homes, reported to be living with 
some degree of cognitive impairment. Again, the majority of participants were 
female, with an average age of 51 years and 28% (n=4) were non-EU 
nationals. 79% (n=11) had worked within social care for over 15 years. All had 
formal qualifications, with 71% (n=10) holding the Registered Managers 
Award.  
Data collection methods 
Phase 1 data were collected from the case study site during a period of 
researcher familiarisation (Barley, 2011), to deepen understanding of the 
context, the care provided and any challenges facing care home staff. Data 
gathered during this phase included: reflective field notes based on non-
participant observations (n=17), formal semi-structured interviews with staff 
(n=13), including the care home manager (CHM), team leaders (TL) and other 
care home staff, together with documentary analysis of policies, procedures, 
assessment tools and contextual data. Carrying out research within a care 
home setting can be challenging (Luff et. al. 2011). Interviewing staff in this 
study proved difficult, with appointments and interviews cancelled at the last 
minute, due to work pressures. The researcher had to take any opportunity 
offered, for example interviewing staff when attending and taking a break from 
training. An interview guide was used which was based on topics drawn from 
the literature. Interviews typically lasted 45-60mins and were digitally recorded 
and transcribed verbatim by the researcher. In Phase 2 the remaining 14 
residential care homes in the local authority were approached, but 3 declined 
to participate. Semi-structured interviews (n=12) were conducted with care 
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home managers (n=9), and/or their deputies (n=3) and team leaders (n=2) 
from a total of 11 care homes. In this phase the interview guide was further 
informed by the findings of the case study and the additional reflections of the 
researcher.  
 
Ethical considerations 
Ethical approval was granted by the South East London Research Ethics 
Committee (Ref 10/H0807/7). All participants were given verbal and written 
information about the study. Written informed consent was obtained from 
participants. They were reassured about confidentiality of their data; with 
codes used in place of names and any identifiable data withheld, and that 
they could withdraw their participation at any time.  
 
Data analysis 
The qualitative data were analysed using a thematic approach outlined by 
Braun and Clarke (2006). NVivo software (version 9) was used to store and 
organise the data. All transcripts were read several times by the researcher, 
until she felt she was familiar with the data. Descriptive codes were written 
next to words, lines, or sections on each transcript. The emergent coding 
framework was informed by the research questions and professional 
knowledge and experience of the researcher. Transcripts were revisited upon 
a number of occasions throughout the study. Next, codes such as ‘just a 
carer’, ‘provide support’ and ‘poor communication’ were regrouped under 
broader themes, e.g. ‘working with DNs’. Analysis took place initially within, 
and then across, the different data sets, comparing the data from Phase 1 
with that from Phase 2. New codes were added as additional themes 
emerged, with the practitioner researcher identifying findings that she would 
have expected, as well as, findings that were a surprise. A number of data 
display models were drawn in NVivo such as: ‘issues facing care staff’ and 
‘factors impacting the meeting of healthcare needs’. The use of visual displays 
proved useful, as it provided a clearer picture of the data overall and a better 
understanding of the challenges that these care homes appeared to be facing. 
These challenges were grouped into themes that were reviewed and refined, 
e.g. ‘dissatisfaction with the DN relationship’, with six themes emerging from 
this analysis. Throughout analysis regular academic supervision sessions 
were held, with possible interpretations of data explored, findings and analysis 
challenged and possible biases discussed. 
 
Findings 
 
The practitioner researcher became increasingly aware from the case study 
that, as a DN, she was largely ignorant of, and surprised by, the breadth of 
the challenges that care home staff were faced with in managing residents’ 
healthcare needs. Many of the Phase 1 case study findings were confirmed 
by the other Phase 2 care homes (findings resonated), whilst others were not 
confirmed (findings unique). In addition, five new issues emerged from the 
Phase 2 (see table 1). Findings addressed the high levels of healthcare needs 
amongst residents, the demands of caring for residents living with dementia, 
variations in the knowledge and skill set of care staff, inequity in the level of 
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healthcare support, the challenges of building a good relationship with DNs, 
and funding pressures facing care homes.  
 
High levels of healthcare needs amongst residents 
The resident population has changed significantly in residential care homes 
and staff are faced, on a daily basis, with high levels of healthcare needs. A 
result, interviewees suggested, of government policy, encouraging care to be 
provided at home for as long as possible. In the past people were admitted 
largely for social care reasons and needed little assistance with health care. 
Whereas those admitted today are much frailer, older and sicker than ever 
before, with many in a poor state of health on admission. 
You are looking after a completely different group of people; you are looking 
after people who are sick, not healthy anymore. They have mobility problems, 
or mental health problems…doubly incontinent, diabetic, high blood pressure, 
high cholesterol. How are you meant to deal with all of this?  (P32, CHM) 
Co-morbidity is common and the care needed is often ‘bordering on nursing’. 
Residential care home staff were not only managing physical needs, but were 
also dealing with psychological, behavioural, social and emotional needs of 
residents. In addition, many were also, for example, managing simple 
wounds, recording baseline observations, checking blood glucose levels and 
were increasingly involved in the provision of palliative care. This suggests 
that residential care home staff need support in developing their healthcare 
knowledge and skills and/or access to healthcare professionals to help them 
meet their residents’ needs. 
Demands of caring for residents living with dementia 
Caring for a resident living with dementia brings additional challenges. Care 
home staff need to ‘know’ residents, i.e. read and understand non-verbal cues 
and behaviours, so that problems can be picked up and managed early. 
Unfortunately, getting to ‘know’ residents is getting harder, as a result of 
people being admitted much later in their disease process; often with limited 
verbal communication skills, or outliving family and friends, so little 
background information is available. Frustration was expressed that 
healthcare professionals do not always recognise the importance of such 
knowledge. As a result care home staff report difficulty convincing health 
professionals that a resident is unwell, or has a problem. 
I have had people who came in with a little forgetfulness...we have been able 
to adjust to them and they have been able to trust us...We are now getting 
people, because of the pressures on social services, that are in the advanced 
stages of Alzheimer’s, and therefore they cannot understand us and it takes 
us longer to get into their psyche. (P31, CHM) 
Caring for a person living with dementia is demanding, and an individual’s 
needs are often not the same two days running. As a result, care home staff 
have to be flexible and continually adapt their care practices, which some staff 
found hard. Staff reported that it was difficult when residents continually 
refused to accept assistance with personal care, to take medication, to eat or 
drink, or if they were extremely distressed, agitated, or continually calling out. 
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This was especially true for those residential care homes not offering 
specialist care, or if staff had limited understanding of dementia. They were 
more likely to find that managing agitation, aggression, or vocalisation was 
‘challenging’. Short-term respite care can bring additional challenges, with 
residents unable to settle, and staff struggling to settle them. Care provision is 
not helped when a resident’s GP is reluctant to provide information 
concerning a resident’s medical history, or practical support. This seemed to 
be more common when the GP was based in a different NHS trust. 
Challenges such as these had even resulted in safeguarding reports raised 
against care homes on occasion.  
Variations in the knowledge and skill set of care staff 
The knowledge and skill set of care home staff varied greatly. Firstly, not all 
staff were able to access the training needed for their role. Staff at the case 
study site received a raft of healthcare training. However, such levels of 
training were not universal. Cost was an issue for some homes, which 
resulted in staff not always being paid to attend training, and many being 
expected to undertake training on their days off. Training was often 
undertaken in-house and given by care home managers, especially in the 
smaller, privately owned care homes, who found it harder to release staff to 
attend training off-site. The language and literary skills of some care home 
staff raised concern, with some managers reluctant to send staff with a poor 
command of English language on any training.  
 
Secondly, care home participants reported that there was an external 
perception that care home staff are unqualified and were negatively viewed as 
‘just a carer’. Yet in reality, many care staff were highly qualified, with a 
significant nursing presence reported amongst both managerial and care 
home staff. However, their qualifications were either not recognised, as they 
were obtained in a different country, or they were contractually employed as 
care staff and not as nurses. It would seem naïve to assume that their 
knowledge and skills were not being used, and in fact many suggested that 
unregistered nursing staff brought hidden benefits. For example, they often 
identified healthcare problems earlier and as a result hospital admissions 
were prevented. Some of the homes were even actively seeking to employ 
unregistered nurses as care home staff, in response to the complexity present 
amongst the residents.  
What has been brilliant for me is the bank Filipino staff that have come over to 
this country and do an NVQ. However, they have been a qualified, probably a 
senior nurse back home...they are brilliant to have because of their 
knowledge...especially where we get residents with such complex needs. 
(P23, CHM)  
Inequity in the level of healthcare support  
Care homes need access to good healthcare support, given the levels of 
healthcare needs that are present (British Geriatrics Society, 2011), yet this 
study demonstrated inequity in the level of support provided. The case study 
care home received support from a range of healthcare professionals, 
including monthly visits from a geriatrician and an old age psychiatrist. 
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However, issues were reported with GP support. For example, the GP failing 
to turn up when a visit had been promised, or questioning whether a visit was 
necessary. Not all residential care homes had such support. Most only had 
access to the geriatrician if a referral was made and then it would only be as a 
one-off visit. Not receiving specialist support was mitigated for some, through 
weekly GP visits. However, others faced a continual struggle to access the 
medical support they needed, reporting that GPs were unwilling to visit, or 
engage at all with their home.   
They don’t really have time to come and they want us to come there. But we 
tell them people with dementia, people being frail, they are not really in good 
health, it is very difficult to get them to the surgery...They don’t think about the 
weather, they don’t think about how physically good (sic frail) they are. (P28, 
Deputy CHM)  
In terms of allied healthcare services the situation was similar. Some 
residential care homes referred directly to these services, whilst for others the 
GP would act as a gatekeeper, significantly slowing down the process. For a 
home situated on the border of two trusts, accessing services could prove 
even more problematic, with professionals continually questioning who should 
be visiting. Difficulty accessing information concerning a resident’s medical 
history was an issue raised by some, with certain surgeries reluctant to 
provide such information, which had resulted, on occasion, in treatment 
omissions, or hospital admission.  
 
Challenges of building a good relationship with DNs 
Residential care homes rely on DNs for nursing support and whilst, on the 
whole, the relationship was reportedly good, building these relationships was 
not always straightforward. DNs had little understanding of the role and skill 
set of residential care home staff. As a result they could question why care 
had not been provided, or expected staff to take on care that went beyond 
their skill set. On the other hand, care home staff had little understanding of 
the DN role, and the service provided was said to be ‘task-focused’. One 
Team Leader (TL) suggested ‘we sort of do everything. They normally come 
and do the basic things like dressings that we can’t do’ (P25, TL), implying 
little understanding of what the service can offer the home, or their residents. 
DNs could be judgmental and quick to criticise when problems arose, 
especially in regard to the development of pressure ulcers. Not taking into 
account that care home staff are caring for increasingly frail residents, many 
of whom were nearing the end of their lives, or the staff’s need for timely 
support and advice. Such perceived criticism risks staff being unclear of what 
they should be doing, or reluctant to ask for advice, or support, in the future. 
 
I had a very bad experience 2 years ago where a district nurse came in,   the 
client had a red spot, I rang them immediately, told them to come in…that 
happened on Friday and they didn’t come in until Monday and obviously the 
skin had broken, it had become grade 2, grade 3 and was reported to 
safeguarding (P37, CHM)   
Care home staff were frustrated by DNs who were continually rushing, 
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appeared to spend little time in the home, and there was little continuity of 
nurses who visited. Communication was often poor and DNs did not always 
give feedback to care home staff after a visit. It was felt that a newly 
introduced referral process had made it harder to access the service, with 
some nurses reportedly refusing to see a new resident until a written referral 
had been received, even though they were visiting other residents at the time. 
It was also suggested that DNs were failing to take into account the particular 
needs of residents living with dementia, with nurses expecting residents to 
fully comply with treatment, trying to rush care provision, and the perception 
that district nursing practice was not person-centred. 
Care home managers felt they had little say in the type of service they would 
like, with one commenting ‘you are the first person to ask me that’. 
Suggestions to improve the service included: greater partnership working, 
holding regular meetings with DNs to discuss issues or concerns regarding 
any residents, continuity of nurses, the provision of ad-hoc training, and a 
better understanding of the needs of people living with dementia.  
I would appreciate it if my staff and the DN team sit together and find out what 
is expected of me and what I expect from them, so we can maintain a good 
relationship, one that won’t have any misunderstanding (P36, CHM) 
Funding pressures facing care homes 
Finally, many of the care homes were struggling to survive, as a result of the 
financial pressures they were facing, and were concerned about their viability. 
This was especially true for the small ‘family’ run residential care homes.  
I have 7 empty beds, multiplied by £500 minimum; I am losing £3000 a 
week...how can I survive? I am trying to maintain my good staff, I don’t want 
to lose them…So on the rota I have to keep giving them shifts otherwise they 
will leave. (P32, CHM)    
Pressures included: no significant rise, or even a decrease, in the levels of 
fees paid by local authorities, at a time when other costs were rising. The use 
of block contracts, with the local authority refusing to countenance sending 
someone to a residential care home, other than to ones with whom they had 
the contract, and managers accepting residents, as a result of high levels of 
vacancies, whose needs they then struggled to manage. Managers of homes 
seeking to make a profit faced additional pressures and were increasingly 
being asked to run their businesses for less money. Such pressures had a 
knock-on effect on care provision, with residential care homes struggling to 
give staff pay rises, funding any external training, provision of services such 
as specialist equipment, or funding capital improvements within the home.  
Discussion 
 
The findings of this study provide a greater understanding of the experiences 
and challenges for residential care home staff when managing the healthcare 
needs of their residents, in particular those living with dementia. The insight 
that this study offers is unique, as it is from the perspective of a practitioner 
researcher. The use of PR allowed the researcher to draw on her previous 
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experience and tacit knowledge as a DN, and in so doing, uncover findings 
that others with a different background may not have felt to be of significance.  
 
The findings suggest that the needs of residents, and in particular those living 
with dementia, are increasingly complex and that care staff can sometimes 
struggle to deal with such complexity. A view that is supported by the 
literature (Heath, 2007; Royal College of Nursing, 2010; British Geriatrics 
Society, 2011; Care Quality Comission, 2016). The impact of dementia is also 
widely acknowledged, with dementia, or cognitive impairment, the biggest 
cause of disability and dependence and, in high income countries, the 
strongest determinant for admission into long-term care (Prince et.al. 2013; 
Alzheimer’s Society, 2016). The findings suggest that caring for residents with 
dementia is becoming harder for care home staff, especially with people 
admitted late in the dementing process. The findings also indicate that care 
home staff are providing increasingly complex care, due to the unpredictable 
nature of the work, the complexity of residents’ needs, and taking over care 
that was once the domain of registered nurses (RNs). This challenges the 
assumption, given the repetitive nature of the care provided, or the definition 
of ‘personal care’ in The Health and Social Care Act (2008), that their work is 
somehow simple, routine, or unskilled (Sandvoll et.al. 2013). An argument 
supported by the Cavendish Review (Cavendish, 2013), which agrees that 
any suggestion that social care staff are providing ‘basic care’ clearly 
underestimates the care they are providing. 
 
The literature tends to focus on the complex nature of the residents and yet, 
as indicated by this study, residential care homes face a number of additional 
challenges, including financial pressures, the nature of the workforce, and 
issues with healthcare support, which are adding to the complexity care home 
staff are dealing with and their ability to manage the needs they are now 
routinely faced with. Many care homes struggle because of pressures on 
social care funding, over which they have no control, but which can have a 
significant impact on their ability to provide a service. A concern repeatedly 
raised over the years (Dudman, 2007; BUPA, 2011; Owen et. al. 2012). 
Training opportunities in the study care homes were highly variable, a finding 
supported by Eborall et.al. (2010) and Skills for Care (2015). Eborall et.al. 
(2010) also suggested that many staff may possess no social care 
qualifications. However, in this study the majority of participants held at least 
one NVQ, although given that most were in managerial positions they may not 
be typical of the wider workforce. Many care home staff were also reported to 
hold a professional qualification from their home country, resulting in what 
appears to be a ‘hidden’ registered nursing workforce, bringing with them 
knowledge and skills that appear to benefit both the residents and other staff. 
No mention appears to have been previously made of this ‘hidden’ workforce 
in residential care homes. Yet studies exploring the contribution of RNs in 
nursing homes (Jones et. al. 2007; Heath, 2010; Heath, 2012) highlight the 
benefits that RNs bring to the health and well-being of residents. These 
findings raise issues of workforce exploitation, and lead one to question what 
would happen if these particular staff no longer chose to work in this setting. 
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With no national specific standards or models to guide the provision of 
primary, medical or allied healthcare support to care homes, it is left to 
individual services, at a local level, to determine the level of support offered 
(British Geriatrics Society, 2011). This means, as this study found, that 
support is often inadequate and inequitable. DNs are the main providers of 
nursing support to residential care homes, yet little is known about the 
relationship between care home staff and DNs. Although largely positive, the 
findings indicate an undercurrent of dissatisfaction with the relationship. There 
is little recognition, or acknowledgment by DNs, of the knowledge and 
experience of care home staff. A poor understanding of the care home staff’s 
role can result in unrealistic demands placed on them, and there is little 
evidence of partnership working. These findings suggest that the service 
offered by primary care, and DNs in particular, need addressing. Something 
that is beginning to happen, through recent initiatives, such as ‘Vanguard 
sites’ (NHS England, 2016), and the ‘Optimal’ study (Gordon et.al. 2014), 
tasked with shaping future healthcare support of care homes.  
 
In addition, the findings also suggest that the complexity facing residential 
care homes needs to be recognised, acknowledged and better understood, in 
particular by healthcare services, if adequate levels of support are to be 
provided and the challenges identified addressed. Complexity thinking offers a 
possible solution (McMillan, 2004; Lindberg and Lindberg, 2008). Bringing 
about change often fails because the complex nature of a system is 
overlooked (McMillan, 2004). All organisations have their own unique culture, 
environment, and set of rules (Cilliers, 2000; Lindberg and Lindberg, 2008). 
For this reason, one can’t simply transfer one model of service delivery to 
another and expect it to work. We have to move away from the idea that we 
can simply ‘change’ a system, and instead encourage it to ‘evolve’. By, for 
example, developing an understanding of the complex nature of that system, 
a greater awareness of the contextual and behavioural issues that may need 
to be addressed, and introducing small changes, at a local level, from which 
much can be learnt; rather than the introduction of wholescale change, which 
too often fails.  
 
Strengths and limitations 
 
One of the main strengths of this study is its use of PR, which has given 
unique insight from the perspective of a DN, into the complexity faced by care 
staff when dealing with the healthcare needs of residents. However, there are 
limitations associated with PR which is carried out by an ‘insider’ (Blythe et.al. 
2013), who, for example, may feel they know the culture, or hold certain 
beliefs or assumptions that can prevent objectivity during data collection 
and/or analysis. The use of reflexivity in conducting the study has hopefully 
addressed this issue. Whilst the use of a single case study carried out in one 
local authority is another reason to treat the findings with caution, the process 
of checking the resonance of the case study findings more widely with other 
care homes in the local authority and situating the findings in the context of 
the wider body of knowledge has hopefully helped address this issue. Not all 
the participating homes provided specialist dementia care, but as most 
residents were living with dementia, or cognitive impairment, this was not 
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perceived to be an issue. Whilst it is acknowledged that Phase 2 feedback 
was only gathered from managerial and senior staff and may not necessarily 
reflect the experiences of other levels of care home staff, it is believed that 
participating staff were able to share relevant issues not previously identified.  
 
Conclusion 
 
This study set out to explore the experiences and challenges for residential 
care home staff in managing the healthcare needs of their residents, in 
particular those living with dementia. Staff were faced with a number of 
challenges in managing the healthcare needs of their residents. The focus of 
previous literature has been on the complex nature of the residents. Yet as 
this study has shown, residential care homes are faced with additional 
challenges, many of which can prevent care home staff from managing the 
healthcare needs of their residents. Whilst this study has provided a greater 
understanding of the challenges and complexity facing care home staff, what 
is not known is how to resolve these, in a system that is fragmented and 
under resourced. Further research is needed, which may uncover even more 
complexity. In the interim, if healthcare needs are to be better met, health and 
social care practitioners need to be more sensitive to the complexity that is 
present and to work in better partnership with residential care homes, who are 
caring for some of the frailest and sickest members of our society. For 
example, by providing support that is equitable, easy to access and 
responsive to the needs of the present population. This study also has 
implications for the future education of health and social care professionals. 
Care staff need to be prepared, in terms of knowledge and skills, including 
healthcare skills, to care for older people, especially those living with 
dementia, and the complex health and social care needs they are routinely 
faced with; whilst healthcare professionals need a greater understanding of 
the independent sector and the needs of the resident population. 
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